Purpose of the Study: Lesbian, gay, and bisexual (LGB) adults have elevated rates of high-risk alcohol consumption compared with heterosexual adults. Although drinking tends to decline with age in the general population, we know little about LGB older adults' drinking. Using 2014 data from Aging with Pride: National Health, Aging, and Sexuality/Gender Study (NHAS), we aimed to identify factors associated with high-risk drinking in LGB older adults. Design and Methods: A U.S. sample of 2,351 LGB adults aged 50-98 years completed a survey about personal and social experiences, substance use, and health. Multinomial logistic regression was conducted to identify predictors of past-month high-risk alcohol consumption.
cohorts, potentially augmenting the future incidence of alcohol-related health problems in older adults (Moore et al., 2005) . Although moderate alcohol consumption has been associated with reduced risk for disease and mortality (e.g., Ford, Zhao, Tsai, & Li, 2011) , carrying heavier drinking habits into older age is associated with substantially increased risk to health and longevity (Holahan et al., 2010) .
The health and social burdens associated with alcohol are disproportionately borne by marginalized segments of the population (Schmidt, Mäkelä, Rehm, & Room, 2010 ), yet little is known about the intersection between older age and sexual minority status with respect to high-risk drinking. The limited available data suggests that lesbian, gay, and bisexual (LGB) men and women over the age of 50 years are more likely to drink excessively compared with their heterosexual peers (Fredriksen-Goldsen, Kim, Barkan, Muraco, & Hoy-Ellis, 2013) and that gay and bisexual older men have higher rates of risky drinking than lesbian and bisexual older women (Fredriksen-Goldsen, Emlet, et al., 2013) . There is, however, a dearth of evidence regarding predictors of high-risk drinking in LGB older adults and mechanisms by which LGB older adults acquire elevated risk.
The Health Equity Promotion Model (HEPM; Fredriksen-Goldsen, Simoni, et al., 2014) offers an integrative framework for understanding health disparities in LGB people, positing that intersecting social positions, such as sexual identity and older age, each carry unique contextual factors that interplay with one another to create mechanisms of health risk and resilience. Stress and distress resulting from the confluence of multiple marginalized social positions are thought to influence health-related behaviors, as in the case of coping-motivated alcohol consumption (Hatzenbuehler, 2009) , whereas social resources may buffer against the effects of discrimination and other stressors on behavior (Pascoe & Smart Richman, 2009) . Although these pathways to health have received support in studies of LGB older adult health (Emlet, FredriksenGoldsen, & Kim, 2013; Fredriksen-Goldsen, Cook-Daniels, et al., 2014) , there is little evidence about how they operate specifically in relation to alcohol consumption in this population. Thus, in the present study, we set out to (a) characterize the extent of high-risk drinking in a national sample of LGB older adults; (b) based on the HEPM, identify factors associated with high-risk drinking among LGB older adults, including minority stress, behavioral, and psychosocial factors; and (c) investigate whether predictors of high-risk drinking differ for LGB women and men.
Terminology referring to high-risk drinking is varied in the literature, and definitions of related terms such as heavy drinking, binge drinking, and problem drinking are inconsistent across studies. The National Institute on Alcohol Abuse and Alcoholism (NIAAA, n.d. b) defines risky levels of alcohol consumption in terms of heavy episodic drinking and/or high average weekly alcohol consumption.
Some studies focus on correlates of a particular pattern of risky drinking (e.g., binge drinking) that may differ from other patterns. In this article, because our goal was to provide a broad overview of factors associated with high-risk drinking rather than to distinguish between different patterns of alcohol consumption, we use the term high-risk drinking to encompass various patterns of alcohol consumption that exceed health safety guidelines; these patterns may include binge or heavy episodic drinking, high overall alcohol consumption, or both. It is possible that different patterns of high-risk drinking are associated with different risk factors in LGB older adults, a topic outside the scope of this article but worthy of future study. Moreover, it is important to note that not all people who engage in highrisk drinking experience manifest problems with health or functioning related to their alcohol use; thus, our use of this term does not denote alcohol use disorder (AUD).
Prevalence and Correlates of High-Risk Drinking in Sexual Minority Adults
Although little research has examined alcohol use specifically in LGB older adults, sexual minority adults of all ages are at higher risk than heterosexual adults for engaging in high-risk drinking. Cross-sectional U.S. population-based surveys have consistently found elevated rates of high-risk drinking in lesbian and bisexual women compared with heterosexual women (Cochran, Keenan, Schober, & Mays, 2000; McCabe, Bostwick, Hughes, West, & Boyd, 2010; Przedworski, McAlpine, KaracaMandic, & VanKim, 2014; Ward, Dahlhamer, Galinsky, & Joestl, 2014) . There is also evidence that high-risk drinking may not decline with age in lesbian and bisexual women as it does for heterosexual women (Boehmer, Miao, Linkletter, & Clark, 2012; Hughes et al., 2006) , though older lesbians may be less likely to have experienced alcohol-associated problems (Parks & Hughes, 2005) . Among sexual minority men, there is also evidence from some (Dermody et al., 2014; McCabe et al., 2010; Ward et al., 2014) but not all (Cochran et al., 2000; national population-based surveys of higher rates of highrisk drinking compared with heterosexual men.
One well-supported explanation for the elevated rates of high-risk drinking observed among sexual minorities is that marginalized individuals may increase their drinking to cope with the stress of victimization, hostility, and social exclusion (Meyer, 2003) . This stress may be multidimensional, stemming from a combination of proximal threats to safety, emotional responses to discriminatory experiences, and internalized stigma about one's marginalized identity (i.e., the adaptation of personal values to be consistent with the surrounding culture's stigma; Herek, Gillis, & Cogan, 2009) . Consistent with this explanation, frequency of experiencing sexual orientation-based discrimination has been positively associated with frequency of substance use in gay men (Hatzenbuehler, Nolen-Hoeksema, & Erickson, 2008) , as has the expectation of interpersonal rejection due to sexual orientation (Pachankis, Hatzenbuehler, & Starks, 2014) . Sexual orientation-based discrimination has also been associated with substance-related problems in lesbian and bisexual women (Lehavot & Simoni, 2011) . Furthermore, experiencing discrimination across multiple domains (e.g., sexual orientation in addition to race or gender identity) additively predicts likelihood of high-risk drinking among LGB men and women (McCabe et al., 2010) .
Prevalence and Correlates of High-Risk Drinking in Older Adults
Cross-sectional U.S. population-based studies have identified past-year rates of risky drinking at around one tenth of older adults. For example, Merrick and colleagues (2008) found that 9% of a noninstitutionalized Medicare population engaged in high-risk drinking, with more men (16%) than women (4%) drinking excessively. Similarly, among current drinkers aged 60 and older who completed the 2001-2002 National Epidemiological Survey on Alcohol and Related Conditions, 1.17% were high-risk drinkers, and another 9.65% were moderate-risk drinkers (Sacco, Bucholz, & Spitznagel, 2009) , with more men than women in both the high-and moderate-risk categories. Alcohol intake decreases over time for the majority of older adults in the general population. For example, using 1992 For example, using -2006 Health and Retirement Study data from adults aged 50 and older at baseline, Platt, Sloan, and Costanzo (2010) found that alcohol consumption declined over time, on average, but increased for a small high-risk group (2.2%); men were more likely than women to be increasing drinkers.
In addition to male gender, demographic factors associated with older adults' high-risk drinking and, longitudinally, heavier drinking trajectories (i.e., steady or increasing alcohol consumption over time) include younger age, higher income, higher education level, and being white (Merrick et al., 2008; Moore et al., 2005; Sacco et al., 2009) . Additional behavioral and contextual risk factors include current smoking, having a history of problem drinking earlier in adulthood, and drinking to cope or reduce stress (Brennan, Schutte, Moos, & Moos, 2011; Sacco, Bucholz, & Harrington, 2014) . A history of problem drinking has been associated with increases in alcohol use over time (Platt et al., 2010) , but having tried to cut down on drinking or engaged in recovery groups has been associated with lower likelihood of high-risk drinking and alcohol problems in older age .
Gender Differences in Predictors of High-Risk Drinking
Although gender differences in factors associated with high-risk drinking have not been extensively examined in older or LGB adult populations, numerous studies have identified gender-specific predictors in the general adult population. Two constructs central to the HEPM-psychological stress and social resources-have emerged as likely differential predictors of high-risk drinking in men and women. Whereas women may actually decrease their alcohol consumption when required to cope with stressful situations (Sutker, Allain, Brantley, & Randall, 1982) , men are likely to self-medicate against stress by increasing their drinking (Nolen-Hoeksema, 2004 , 2012 . Furthermore, using alcohol to avoid or cope with stress is associated with endorsement of AUD symptoms more strongly in men than in women (Cooper, Russell, Skinner, Frone, & Mudar, 1992) .
Women, on the other hand, are more likely than men to cope with stress by seeking social support (Tamres, Janicki, & Helgeson, 2002) , which may be protective against highrisk drinking. Perceived social support has been negatively associated with substance abuse in women but not in men (Jackson, 2006) , suggesting that women more often utilize social coping resources instead of self-medicating under stressful conditions. Furthermore, compared with men, women expect more negative social ramifications of excessive drinking (Blume, 1991; Gomberg, 1988) , which may discourage them from engaging in high-risk drinking (Nolen-Hoeksema, 2004) . However, most research on gender-specific alcohol norms focuses on college student populations; drinking norms and their associations with behavior may differ in older adults in ways not yet well understood.
Present Study
The evidence from studies of LGB and older adults suggests that high-risk drinking in LGB older adults may be influenced by a constellation of factors including minority stress, former and current substance use behavior, and gender-specific psychosocial factors. Thus, in the present study, we set out to examine factors cross-sectionally associated with high-risk drinking in the 2014 wave of Aging with Pride: National Health, Aging, and Sexuality/Gender Study (NHAS), a longitudinal survey of LGB and transgender older adults. Based on the HEPM and the literature regarding minority stress and alcohol consumption in LGB adults, we hypothesized that (a) identity stigma and (b) day-to-day discrimination would be positively associated with highrisk drinking in LGB older adults. Additionally, based on findings in the general older adult population regarding current and lifetime substance use behavior, we hypothesized that (c) current smoking would be positively associated with high-risk drinking, and (d) being in recovery from addiction would be negatively associated with high-risk drinking. Finally, based on gender differences in psychosocial risk factors that have been observed, we hypothesized that (e) perceived stress would be positively associated with high-risk drinking in men and negatively associated with high-risk drinking in women, and (f) social support would be negatively associated with high-risk drinking in women.
Design and Methods

Participants
A geographically diverse sample of LGB and transgender men and women aged 50 and older was recruited via community agencies and social network chain referral to participate in a longitudinal survey study about their experiences, health, and well-being. The 2014 survey, which was conducted between November 2014 and April 2015, was offered electronically or on paper and compensation of $20 was provided. Of the 2,450 survey respondents, data from 2,351 lesbian-, gay-, or bisexual-identified respondents were included in the current analysis. Because some hypotheses were about differences between men and women, data from participants who did not identify their gender (N = 2) or who identified their gender as something other than male or female (N = 64) were excluded. Another 33 participants' data were excluded because there was insufficient data to determine whether they engaged in high-risk drinking. The 99 excluded participants did not differ demographically from those who were included, with the exception that excluded participants were significantly more likely to be transgender.
Measures
30-Day Drinking Status
Participants were asked whether they had consumed any alcohol in the past 30 days and, if so, the number of days on which they drank, average number of standard drinks they consumed on days when they drank, and largest number of drinks they consumed in any day. Based on their responses, they were classified as high-risk drinking, lowrisk drinking, or nondrinking. Consistent with the guidelines from the National Institute on Aging (NIA, 2015) and NIAAA (n.d. a, n.d. b), high-risk drinking was defined as either having consumed more than 7 standard drinks per week on average and/or having consumed more than 3 drinks on any day (for women of all ages and men aged 65 and older) or having consumed more than 14 standard drinks per week and/or 4 drinks on any day (for men aged 65 and younger). Low-risk drinking was defined as having consumed alcohol in the past 30 days at levels that did not meet the high-risk criteria, and nondrinking was defined as reporting no alcohol consumption in the past 30 days.
Identity Stigma
Participants responded to four items regarding negative feelings about their sexual identity (Fredriksen-Goldsen & Kim, 2017) : "I feel ashamed of myself for being LGBT," "I feel that being LGBT is a personal shortcoming for me," "I wish I weren't LGBT," and "I feel that being LGBT is embarrassing," rating their agreement with each on a Likert scale (0 = Strongly disagree, 5 = Strongly agree). The mean rating across items was used as a summary score with higher scores indicating greater identity stigma (α = .75).
Day-to-Day Discrimination
Day-to-day discrimination, experiences of unfair treatment that may occur on a regular basis, was assessed with six items (Fredriksen-Goldsen & Kim, 2017; adapted from Williams, Yu, Jackson, & Anderson, 1997) asking participants how often in their day-to-day lives they experienced each of six types of discrimination, for example, "You experience an unfriendly or hostile environment" (0 = Never, 5 = Almost every day). The mean rating across items was used as a summary score with higher scores indicating more frequent dayto-day discrimination (α = .90).
Current Smoking
Participants were asked whether they had smoked at least 100 cigarettes in their entire lives and, if so, whether they now smoked cigarettes "every day, some days, or not at all." Those who indicated smoking every day or some days were coded as current smokers (1), whereas those who had smoked fewer than 100 lifetime cigarettes or currently did not smoke at all were coded as nonsmokers (0).
Addiction Recovery
Participants were asked, "Are you recovering from alcohol or drug addiction?" Responses were coded as binary (0 = No, 1 = Yes).
Social Support
Social support was measured with the four-item version of the Medical Outcome Study Social Support Survey (Gjesfjeld, Greeno, & Kim, 2008; Sherbourne & Stewart, 1991) , which asks how often various types of social support are available when needed, for example, "Someone to help with daily chores if you were sick." Each item was rated on a Likert scale (0 = Never, 4 = Very often) and the mean rating across items was used as a summary score with higher scores indicating greater social support (α = .88).
Perceived Stress
Perceived stress was measured with the four-item Perceived Stress Scale (Cohen, Kamarck, & Mermelstein, 1983) , which contains items regarding frequency of stressful feelings, for example, "How often have you felt that you were unable to control the important things in your life?" Each item was rated on a Likert scale (0 = Never, 4 = Very often), positively worded items were reverse coded, and the mean rating across items was used as a summary score with higher scores indicating greater perceived stress (α = .81).
Data Analysis
Data analysis was performed in Mplus Version 7.4 (Muthén & Muthén, 1998 . Multinomial logistic regression was conducted to identify predictors of past-month highrisk and low-risk drinking relative to nondrinking. To test hypotheses about gender differences, gender (male/ female) was applied as a grouping variable. Transgender participants who identified as male or female were grouped with their self-identified gender. Maximum likelihood estimation with robust standard errors was used to compute estimates, and Wald tests were used to evaluate the significance of differences between estimated relative risk ratios.
In order to reduce sampling bias and increase the generalizability of the findings, we applied survey weights to statistical analyses. Survey weights were computed utilizing three external probability samples' data as benchmarks following two-step postsurvey adjustment, as has been applied to other types of nonprobability samples (Lee, 2006; Lee & Valliant, 2009 ). In the first step, the Aging with Pride: NHAS sample was combined with the National Health Interview Survey (NHIS) sample ascertaining sexual orientation by sexual identity, and we computed the probability of being selected from the NHIS versus the Aging with Pride: NHAS sample by using a logistic regression model with age, sex, sexual orientation, Hispanic ethnicity, race, education, region, and home ownership as covariates. In the second step, we further calibrated the weights for those in same-sex partnerships, another indicator of sexual orientation. The population totals by age, race/ethnicity, gender, education, marital status, and region were estimated from the NHIS, the American Community Survey (ACS), and the Health and Retirement Study (HRS). See FredriksenGoldsen and Kim (2017) for detailed information regarding the postsurvey adjustment procedures.
Results
Weighted estimates of demographic characteristics of LGB older adults are summarized in Table 1 . One fifth (20.6%) of LGB older adults had engaged in high-risk drinking in the past month, with no significant difference in proportions of men (22.4%) and women (18.4%).
Multivariate logistic regression results are displayed in Table 2 . Because nondrinking was the reference category, all estimates indicate the relative risk of being a low-or high-risk drinker relative to being a nondrinker, with relative risk ratios greater than 1 indicating greater likelihood of being a low-or high-risk drinker.
Demographic Characteristics
Younger age was associated with high-risk drinking among women and low-risk drinking among men. Race/ethnicity other than non-Hispanic white and sexual orientation other than gay or lesbian were both associated with lowrisk drinking among women, but not with high-risk drinking. Lower-income women were more likely to engage in high-risk drinking than those with a household income > 200% of the federal poverty level, whereas lower-income men were less likely to engage in high-risk drinking compared with higher-income men. Among men, identifying as transgender was associated with lower odds of being in either drinking category. Note: FPL = federal poverty level; NHW = non-Hispanic white. All estimates were computed using survey weights. a Significance of difference between women and men.
Hypotheses 1 and 2: Minority Stress Factors
In partial support of Hypothesis 1, day-to-day discrimination was positively associated with high-risk drinking for men, but not for women. Contrary to Hypothesis 2, identity stigma was not significantly associated with drinking for either gender.
Hypotheses 3 and 4: Behavioral Factors
Being a current smoker was strongly associated with highrisk drinking for both men and women, consistent with Hypothesis 3. In support of Hypothesis 4, being in recovery from drug or alcohol addiction was associated with lower likelihood of high-risk drinking for both men and women. A Wald test indicated that the negative association between recovery from addiction and high-risk drinking was stronger for women than for men.
Hypotheses 5 and 6: Psychosocial Factors
Hypothesis 5 was partially supported: No significant associations emerged between perceived stress and high-risk drinking for men, but perceived stress was associated with lower likelihood of high-risk drinking for women. Although there was a significant association between social support and high-risk drinking in women (Hypothesis 6), it was not in the expected direction: The higher a woman's social support, the more likely she was to be a high-risk drinker.
Factors Associated With Low-Risk Drinking
Being a current smoker, greater day-to-day discrimination (for men), and greater social support (for women), although all associated with high-risk drinking, were not associated with low-risk drinking. Being in recovery from drug or alcohol addiction, on the other hand, was associated with lower likelihood of low-risk drinking for both men and women; those in recovery tended to be nondrinkers. For men, greater social support and lower perceived stress, although not associated with high-risk drinking, were associated with low-risk drinking.
Discussion
LGB adults have high rates of high-risk drinking, yet little is known about the intersection between older age, sexual minority status, and alcohol consumption. In this study, a national survey of LGB older adults informed by the HEPM, we investigated factors associated with risk for and protection from high-risk drinking in a population characterized by multiple marginalized statuses. We discovered profiles of risk that shared similarities with, and differed in key ways from, those that have been observed in the general older adult and LGB adult populations. We also observed substantial gender differences in predictors of high-risk drinking. These findings illuminate patterns of common and unique factors associated with risky drinking among LGB older adults. We found evidence that, particularly for men, day-to-day experiences of discrimination were associated with high-risk drinking, consistent with the minority stress hypothesis that some may drink to cope with the chronic stress of exposure to marginalization and hostility. This finding may partially explain why the rates of high-risk drinking we observedone fifth of LGB older adults-were substantially higher than have been observed in national studies of the general Note: CI = confidence interval; FPL = federal poverty level; NHW = non-Hispanic white; RRR = relative risk ratio. Bold typeface indicates effect with 95% CI not containing 1. All estimates were computed using survey weights.
a Wald tests showed significant (p < .05) differences in RRRs between high-risk women and high-risk men.
older adult population. A given individual may experience discrimination related to more than one stigmatized characteristic, and LGB older adults have at least two characteristics (older age and sexual minority status) that are commonly targets of discrimination. Interestingly, we did not find an accompanying effect of identity stigma on risk for excessive alcohol consumption. Although we cannot conclude causality from our cross-sectional data, one possible explanation is that the association between day-to-day discrimination and drinking behavior among men may be more related to proximal distress than to long-standing negative self-appraisal. Moreover, although neither perceived stress nor social support was associated with high-risk drinking in men, lower perceived stress and greater social support were associated with low-risk drinking, suggesting that gay and bisexual older men likely drink moderately in social contexts and this drinking may not be coping motivated. As hypothesized, among LGB older women, greater perceived stress predicted lower likelihood of high-risk drinking. Moreover, although levels of day-to-day discrimination for LGB older women were similar to those for men, dayto-day discrimination did not significantly predict high-risk drinking in women. Taken together, these findings suggest that women may use different strategies to respond to stress than do men in this population. Based on evidence in the general older adult population, we hypothesized that turning to supportive social relationships would be a common strategy among women; unexpectedly, however, we found a positive association between women's social support and high-risk drinking. This finding suggests that the social network structures of LGB older women likely influence social support dynamics and behavior in unique ways, and are worthy of further study with respect to drinking habits. For example, there is evidence that sexual minority women's social activities often occur in contexts that may facilitate or encourage higher levels of alcohol consumption, such as bars and parties . Moreover, whereas heterosexual women appear to be protected from excessive drinking by the anticipation of negative social repercussions (Nolen-Hoeksema, 2004) , injunctive and descriptive drinking norms may operate differently within the social networks of sexual minorities. There is evidence, for example, that the more tolerant injunctive norms toward substance use observed among sexual minority men and women partially explain the link between sexual orientation and substance use (Cochran, Grella, & Mays, 2012) . Furthermore, among young sexual minority women, perceiving that sexual minority women generally drink more than their heterosexual peers predicted increased alcohol consumption over time (Litt et al., 2015) . How perceived drinking norms influence behavior among older sexual minority women, however, remains to be studied; among older adults generally, the limited evidence suggests that perceived drinking norms do influence drinking (e.g., Preston & Goodfellow, 2006) . Further research is needed to understand this finding and its implications both for LGB older women and the general older adult population.
Several additional findings highlight the importance of considering gender differences in high-risk drinking; in fact, being a current smoker was the only risk factor we found to be consistent across genders. Older age was protective against high-risk drinking for women but not for men, suggesting that LGB women more consistently stop or reduce their drinking as they age; men are at elevated risk of continuing to drink heavily. In addition, the negative association between recovery from addiction and high-risk drinking was larger for women than for men: Although both genders tended to be nondrinkers if they were in recovery, this effect was stronger for women. Household income predicted high-risk drinking oppositely for women and men: Compared with those living in poverty, women with higher incomes were less likely to engage in high-risk drinking whereas men with higher incomes were more likely. The gender differences we observed suggest that contextual factors that influence drinking (e.g., settings in which drinking occurs and norms surrounding alcohol consumption) differ meaningfully between LGB older women and men. Prevention programs and efforts to identify LGB older adults who are high-risk drinkers may benefit from taking these different profiles into account, and additional research will help to further delineate these differences. Moreover, health care and social service professionals should carefully screen for alcohol-associated problems in LGB older adults and be aware that effective points of intervention to reduce drinking may differ for different subgroups of LGB older adults.
Because the current study involved only the first wave of data from an ongoing longitudinal study, the limitations of cross-sectional data apply. Future waves of data will allow us to examine changes in LGB older adults' drinking across time and their temporal associations with predictors. We were also limited in our ability to investigate to what extent, and for whom, higher levels of alcohol consumption are associated with health problems or impaired functioning. The operationalization of high-risk drinking that we used is somewhat conservative and likely captures a heterogeneous array of drinkers, ranging from those who experience no discernable problems to those with alcohol dependence. We did not directly measure alcohol-related problems or symptoms of AUD, nor did we assess whether individuals' past-month alcohol use was reflective of their typical drinking habits. In future studies, information about drinking motives, drinking contexts, details about historical or current problems with addiction, negative consequences of alcohol use, and medications that may interact with alcohol would be beneficial to further understanding variations in older adults' alcohol-related risk. From a methodological perspective, it would also be useful in future research to examine whether different definitions of what constitutes a "risky" level of drinking produce different findings about associated risk factors. Additionally, because we did not have a heterosexual comparison group in this study, we could not directly compare risk factors for LGB and heterosexual older adults and thus could not conclude whether the risk factors we observed were specific to sexual minority older adults.
Low sample sizes of gender minority participants prohibited us from examining transgender men and women separately from nontransgender men and women. Evidence is scarce regarding rates of high-risk drinking specifically in transgender people, yet as a highly marginalized and victimized population transgender people likely face at least comparable, and possibly higher, levels of risk for alcoholrelated problems compared with nontransgender sexual minorities (Hughes & Eliason, 2002) . At the same time, in the present study, being transgender was associated with nondrinking among men after controlling for other factors. Risk and protective factors, particularly those specifically associated with being a sexual or gender minority, may differ for transgender LGB people and deserve further study with larger samples.
We identified several important predictors of high-risk drinking in LGB older adults, yet many dimensions of LGB older adults' experiences that likely influence their drinking patterns have yet to be investigated. For instance, there is evidence that excessive drinking in sexual minorities is linked with their higher rates of lifetime physical and sexual abuse (Drabble, Trocki, Hughes, Korcha, & Lown, 2013; Hughes, Johnson, Steffen, Wilsnack, & Everett, 2014) , constructs that were outside the scope of the present study. Furthermore, structural factors such as stigmatizing laws and policies may broadly influence risk for excessive drinking by exacerbating chronically stressful social conditions and decreasing access to health-related support and services (Hatzenbuehler, McLaughlin, Keyes, & Hasin, 2010; Meyer, 2003) . The progression of such policies across time presents opportunities to learn how changing conditions may affect behavioral trajectories. Future waves of data will enable continued longitudinal investigation of LGB older adults' alcohol consumption within the context of socially and structurally changing times.
